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EXECUTIVE SUMMARY

The Medicare end-stage renal disease (ESRD) program, a national health insurance program for people
with end-stage renal disease, was established in 1972 with the passage of Section 2991 of Public Law 92-
603. Congress gave much attention to this program and in 1977, modifications to the ESRD program
were passed in legislation 95-292. H.R. 8423 was designed to encourage self-care dialysis and kidney
transplantation and clarify reimbursement procedures in order to achieve more effective control of the
costs of the renal disease program. This legislation also authorized the establishment of ESRD Network
areas and Network organizations, consistent with criteria determined by the Secretary of the Department
of Health, Education, and Welfare. The legislation mandated 32 geographic areas and organizations, but
in 1987 Congress reduced the number to the existing 18 Networks (see inside front cover). This report
summarizes the annual reports submitted by these 18 Network organizations for calendar year 2000.

The Centers for Medicare and Medicaid Services (CMS) contracts with the 18 ESRD Network
Organizations to provide federally established services under the Medicare program. The Networks are
not-for-profit organizations, led by volunteer boards and committees comprised of nephrology patients
and professionals. CMS outlines the broad expectations for Networks and specifies projects and tasks in
the ESRD Statement of Work (SOW). The ESRD Networks manage a computerized patient registry
system, assure quality of care through continuous quality improvement methodology and data analysis,
provide community education, and process patient beneficiary complaints.

All ESRD Networks are members of the Forum of ESRD Networks which is a not-for-profit organization
that advocates on behalf of its membership and coordinates projects and activities of mutual interest to
ESRD Networks. The Forum facilitates the flow of information and advances a national quality agenda
with CMS and other renal organizations. This report is prepared in the Forum Clearinghouse Office
under CMS contract 500-00-NW14 and summarizes the annual reports submitted by these 18 Network
organizations for calendar year 2000.

The ESRD Statement of Work outlines four goals to provide direction to the national ESRD Network
program. These goals outline the basic functions of the ESRD Networks and are used to direct the
Networks’ daily activities. Each Network tailors its activities to meet and exceed CMS’ expectations.

GOAL ONE: IMPROVING THE QUALITY OF HEALTH CARE SERVICES AND QUALITY
OF LIFE FOR ESRD BENEFICIARIES

The Networks serve as a liaison between CMS and ESRD providers, and also between providers and the
ESRD patients under their care. CMS, providers, and patients all have a vested interest in achieving
optimal treatment, and the Networks serve as a vital link in the quality chain. Network organizations
accomplish their quality mission by:

Collecting and validating patient-specific data;

Distributing data feedback reports for facilities to use in improving care;

Conducting quality improvement projects and activities focused on specific areas of care;
Providing professional educational materials and workshops for facility staff;

Providing patient educational materials and workshops to facilities and directly to patients;
and,

6. Offering technical assistance to dialysis and transplant facilities.
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Selected findings from the National ESRD Clinical Performance Measures Quality Improvement Project
are highlighted below. Important improvements in adequate therapy and anemia management have been
realized since the onset of this project:

e Adequacy of Dialysis: Hemodialysis - Mean URRs have increased each year that the CPM
project has been conducted, from 62.7% in 1993 to 69.9% in 1999.

e Adequacy of Dialysis: Peritoneal Dialysis - Adequacy of dialysis was assessed during the study
period (October 1999-March 2000) for an estimated 85% of patients sampled, which is an
increase from 66% in 1995. 68% of CAPD patients had both a mean weekly Kt/V V > 2.0 and
creatinine clearance > 60 L/wk/1.73m2.

e Anemia Management: Hemodialysis - In 1999, the proportion of patients with a hemoglobin > 11
was 68%, compared to 59% in 1998.

e Anemia management: Peritoneal Dialysis - 69% of patients had a mean hemoglobin of > 11
gm/dL, compared to 61% in the 1998-1999 study period.

Quality Improvement Projects

The ESRD Network contracts with CMS require implementation of at least two Quality Improvement
Projects (QIP) during the three year contract. This is an in-depth project for which CMS prescribes the
format. The project must address an area of care for which clinical performance measures and indicators
have been developed, and the proposal must be submitted for CMS approval prior to implementation.
Each Network defines the opportunity for improvement, employs both outcome and process indicators,
includes a project design and methodology that supports statistical analysis, proposes intervention
activities, and includes an evaluation mechanism. For 2000, CMS requested all Networks conduct a QIP
on Hemodialysis Adequacy. A brief overview and status of the projects addressing hemodialysis
adequacy is described in this summary.

GOAL TWO: IMPROVING DATA REPORTING, RELIABILITY, AND VALIDITY BETWEEN
ESRD FACILITIES/PROVIDERS, NETWORKS, AND CMS

To accomplish the second goal, Networks utilize both internal and external databases to track various
data. Data reporting is an essential function of the Networks. Accurate data collection has a two-fold

purpose:

1. Aids the Networks by providing a look at issues facing the regional ESRD population and a check-
system to measure facility accuracy and timeliness;

2. Provides the national ESRD data system with accurate data to support quality improvement
initiatives, CMS policy decisions, and the USRDS research activities.

The need to standardize each ESRD Network’s data system was recognized by both CMS and the
Networks. The Southeastern Kidney Council (Network 6) was awarded in 1997 a contract to design,
develop, and install Standard Information Management System (SIMS). It provides communication and
data exchange links among the Networks, CMS, and other segments of the renal community to support
quality improvement activities that relate to the treatment of ESRD. SIMS allows each Network to
support and maintain its own database to store patient specific information and information on ESRD-
related events. On a broad level, these databases maintain demographic data as well as track patient
transactions such as changes in modality, facility, transplant status, and/or death. In this manner,
Networks are able to maintain accurate counts of patients within their area. The information tracked
within Network databases is collected from the ESRD provider through the Medical Evidence Report
Form (HCFA 2728), the Death Notification Form (HCFA 2746), and patient event tracking forms and
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facility rosters. In 2000, the Networks processed 99,347 HCFA Form 2728s and 65,264 HCFA Form
2746s for a total of 164,611 data forms processed.

GOAL THREE: ESTABLISHING AND IMPROVING PARTNERSHIPS AND COOPER-
ATIVE ACTIVITIES AMONG AND BETWEEN ESRD NETWORKS,
PEER REVIEW ORGANIZATIONS, STATE SURVEY AGENCIES, AND
ESRD PROVIDERS/FACILITIES

Networks are actively involved with both quality-related and renal-related organizations to facilitate
cooperation and joint ventures. Each Network creates unique partnerships with organizations to help
provide better care for the ESRD patient population, including renal groups, professional organizations,
dialysis corporations, and pharmaceutical companies. The 2000 Annual Meeting between CMS and the
ESRD Network drew representatives from CMS, Networks (data, quality, patient services, and executive
staff), as well as many Network Medical Review Board Chairs to discuss issues impacting the ESRD
Networks. Other new activities in 2000 included the development of a patient safety initiative in the
ESRD Program, the examination of Network activities in the area of referral for transplantation, and the
facilitation of a post-contract award meeting. In Spring 2000, a committee, with representatives from the
renal community (AAKP, ANNA, Life Options, NRAA, RPA, UNOS), the Networks, CMS, and the
ESRD Forum reviewed existing ESRD educational materials and recommended the educational materials
that would be most helpful to new patients with ESRD. Beginning in October 2000, each new patient in
the 18 Networks received a package of ESRD orientation materials.

GOAL FOUR: EVALUATING AND RESOLVING PATIENT GRIEVANCES

Networks are responsible for evaluating and resolving patient grievances. Each Network has a formal
grievance resolution protocol, approved by CMS. A formal beneficiary grievance is a complaint alleging
that ESRD services did not meet professional levels of care. The formal grievance process requires the
Network to conduct a complete review of the information and an evaluation of the grievance, which may
require the involvement of a Grievance Committee and/or the Medical Review Board. During 2000,
Networks processed 79 formal beneficiary grievances in comparison to 86 in 1999.

During the year 2000, Networks studied the issue of the “challenging situations” defined by a number of
Networks as situations when a patient may present to a clinic and act out in a violent manner or is
verbally abusive or threatening. Although this is not a new issue, the sense among the Networks is this is
a growing problem that involves many dynamics. Many Networks continue to provide workshops and
written material focusing on this issue and spend a great deal of staff time providing consultation to the
clinics in an effort to deal with this issue. An effort is underway within the Networks to gain a greater
understanding of this issue and to quantify its prevalence.

This report summarizes highlights of ESRD Network’s 2000 activities. Internet addresses are provided
for additional information about the ESRD Networks and the ESRD program. All Network web sites can
be accessed through the home page of the Forum Clearinghouse Office, www.esrdnetworks.org.
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SUMMARY REPORT

INTRODUCTION

The Medicare end-stage renal disease (ESRD) program, a national health insurance program for people
with end-stage renal disease, was established in 1972 with the passage of Section 2991 of Public Law 92-
603. Congress gave much attention to this program and in 1977, modifications to the ESRD program
were passed in legislation 95-292. H.R. 8423 was designed to encourage self-care dialysis and kidney
transplantation and clarify reimbursement procedures in order to achieve more effective control of the
costs of the renal disease program. This legislation also authorized the establishment of ESRD Network
areas and Network organizations, consistent with criteria determined by the Secretary of the Department
of Health, Education, and Welfare. The legislation mandated 32 geographic areas and organizations, but
in 1987 Congress reduced the number to the existing 18 Networks (see inside front cover). This report
summarizes the annual reports submitted by these 18 Network organizations for calendar year 2000.

ESRD POPULATION & CHARACTERISTICS

Although the ESRD population is less than 1% of the entire U.S. population it continues to increase at a
rate of 5% per year impacting all races, age groups, and socioeconomic standings. Because the ESRD
Network organizations cover all 50 states plus Puerto Rico, Commonwealth of the Northern Mariana
Islands, Guam, and the U.S. Virgin Islands, much variation is seen in both the overall population and the
ESRD population. While California (Networks 17 & 18) has the largest state population, the state of
Georgia has the largest population on dialysis. At the end of 2000 there were 276,106 patients being
dialyzed and 94,024 new ESRD patients, (Appendix A).

Table 1
ESRD INCIDENCE RATES BY NETWORK
Calendar Year 2000
Initiated ESRD Incidence Rate Per
Network Therapy General Population Million Population
1 3,787 13,922,517 272
2 6,563 18,976,457 346
3 4,173 12,410,000 336
4 4,899 13,064,654 375
5 5,749 14,700,000 391
6 7,703 19,420,000 397
7 5,791 15,982,378 362
8 4,864 12,981,041 375
9 7,386 21,475,394 344
10 4,268 12,419,293 344
11 6,231 21,618,000 288
12 3,783 12,920,000 293
13 3,900 10,593,030 368
14 7,018 20,900,000 336
15 3,983 13,226,000 301




16 2,572 12,138,600 212
17/18 * 11,354 35,570,227 319
Total 94,024 282,317,591 333

Source: Networks 1-18 Annual Reports, 2000

*Networks 17 and 18 have been combined to incorporate the state of California. Hawaii
and American territories are included.

AGE

In 2000 a majority of the ESRD patients were between the ages of 60 and 79 and the pediatric population
remained relatively small with less than one percent of the ESRD population under 20 years old (Table
2). This same age distribution can be seen in the incident population (Appendix B). These distributions
have remained the same over the past three years.

Table 2
PREVALENCE OF DIALYSIS POPULATION
BY AGE AND NETWORK WHERE TREATED

December 31, 2000

Network 0-19 | 20-29 | 30-39 40-49 50-59 60-69 70-79 >80 Unknown | Total
1 58 236 638 1,200 1,634 2,229 2,762 1,342 23 10,122

2 141 604 1,584 2,897 4,146 4,703 4,492 2,164 0 20,731

3 68 351 812 1,594 2,454 3,028 2,708 1,188 2 12,205

4 102 321 905 1,696 2,368 3014 3,487 1,483 8 13,384

5 129 459 1,329 2,553 3,373 3774 3,678 1,418 19 16,732

6 158 909 2,175 4,079 5,565 5,974 4,679 1,611 0 25,150

7 118 449 1,144 2,028 2,928 3,493 3,829 1,824 0 15,813

8 118 573 1,357 2,535 3,406 3,745 3,152 1,096 0 15,982

9 175 595 1,481 2,638 3,615 4,464 4,743 1,846 12 19,569
10 105 366 848 1,658 2,315 2,678 2,826 1,329 7 12,132
1 120 508 1,249 2,248 3,097 3,434 4,263 1,872 0 16,791
12 94 331 726 1,391 1,858 2,314 2,632 1,188 0 10,534
13 74 449 964 1,851 2,507 2,773 2,313 852 0 11,783
14 192 783 1,886 3,438 4,928 5,322 4,415 1,479 4 22447
15 110 368 878 1,522 2,456 2,798 2,566 937 0 11,635

16 64 256 567 961 1,324 1,480 1,567 649 35 6,903
17 86 418 1,032 1,979 2,815 3,167 3,032 1,300 0 13,829
18 236 759 1,554 2,851 3,995 4,638 4,457 1,874 0 20,364
Total 2,148 | 8,735 | 21,129 | 39,119 | 54,784 | 63,028 | 61,601 | 25,452 110 276,106
%Total 0.8% | 3.2% | 7.7% 14.2% | 19.8% | 22.8% | 22.3% 9.2% 0.0% 100.0%

Source: Networks 1-18 Annual Reports, 2000

RACE

While the vast majority of ESRD patients are White, the number of Blacks and Native Americans with
ESRD is disproportionately high compared to the U.S. population. While Black Americans comprise
13% of the population they make up 37% of the total ESRD population. Network 6 has a large
population of Blacks and Network 15 is home to a large number of Native Americans. Network 1 has a



higher population of Whites, 76% compared to the average of 52%. Appendices C and D present tables
comparing the dialysis prevalence and ESRD incident populations by race and network.

DIAGNOSIS

The leading cause of renal failure in the United States is diabetes. Table 3 and Figure 1 categorize
prevalent dialysis patients by primary diagnosis. A list of primary causes for ESRD can be found in
Appendix E.

Table 3
PREVALENCE OF DIALYSIS POPULATION
BY PRIMARY DIAGNOSIS AND NETWORK WHERE TREATED

December 31, 2000

Network | Diabetes Hypertension GN Cystic Kidney Other! | Unknown | Missing Total
1 3,742 2,406 1,407 392 1,584 591 0 10,122
2 7,819 4,750 2,902 527 3,099 1,634 0 20,731
3 5,095 3,053 1,881 507 1,325 344 0 12,205
4 5,125 3,579 1,807 472 1,800 552 49 13,384
5 0,245 5,547 1,968 455 1,895 534 88 16,732
6 9,466 7,966 3,077 528 2,559 849 705 25,150
7 5,780 5,155 1,891 540 1,969 462 16 15,813
8 6,088 5,467 1,804 446 1,556 518 103 15,982
9 8,100 5,100 2,341 605 2,430 847 146 19,569
10 4,451 4,020 1,340 284 1,336 654 47 12,132
1 06,743 4,625 2,179 526 2,164 554 0 16,791
12 4,249 2,807 1,380 347 1,341 410 0 10,534
13 4,779 3,976 1,177 355 1,151 345 0 11,783
14 10,797 5,577 2,268 524 2,131 871 279 22,447
15 5,953 1,962 1,522 388 1,381 429 0 11,635

16 2,656 1,120 1,049 272 1,070 352 384 6,903
17 6,060 3,168 2,161 453 1,489 488 10 13,829
18 8,910 5,700 2,448 578 1,977 751 0 20,364
Total 112,058 75,978 34,602 8,199 32,257 11,185 1,827 276,106
% 40.6% 27.5% 12.5% 3.0% 11.7% 4.1% 0.7% 100.0%

Source: Networks 1-18 Annual Reports, 2000

1 Other includes data listed as "Othet" and "Other Urologic" on Network Annual Reports

Given the diverse patient populations seen within each geographic region it is surprising that there is little
variation between the Network populations with respect to the diagnosis of their prevalent populations.
All Networks reported diabetes as the primary cause of renal failure in 2000 but Network 15, at 51%, had
the highest percentage of patients with this primary diagnosis. Network 6 had a higher percentage of
patients with hypertension, 32%.



Figure 1
Prevalent Dialysis Patients by Primary
Diagnosis December 2000
Unknown
Other 5%
11%
Cystic Kidne
d 39, y Diabetes
41%
13%
Hypertension
28%

Source: Networks 1-18 Annual Reports, 2000

As shown by Figure 1, diabetes represented 41% of the prevalent dialysis patient population in 2000.
Hypertension followed with 28%, glomerulnephritis with 13% and other causes accounted for 11% of the
dialysis population with 5.3% of patients having an unknown primary cause. Cystic kidney accounted for
3% of the dialysis population. The percentage of patients with a primary diagnosis of diabetes has
increased from 39% in 1999 to 41% in 2000. Appendix F illustrates the incidence by primary diagnosis
by Network. While diabetes is the most common cause of ESRD it is prominently the cause of ESRD in
women while hypertension is the most common cause of ESRD in men.

GENDER

In 2000, males represented over half of the ESRD incident and dialysis prevalent population, 53%. With
the exception of Networks 1 and 6, all Networks reported a higher ratio of males to females (Appendices
G and H).

TREATMENT MODALITY

Today, ESRD patients have a variety of choices for outpatient renal replacement therapy. They have the
option of dialyzing at home, in a hospital-based facility, or an independent facility offering treatment.
Some transplant centers, in addition to providing kidney transplants, offer dialysis services. Appendices I
and J display the number of dialysis patients in each Network by modality.

While in-center hemodialysis is the predominate modality choice, changes are occurring in peritoneal
dialysis (Appendix K). The number of patients undergoing continuous cycling peritoneal dialysis in a
self-care setting rose 5% between 1999 and 2000 (Appendix L), however the number of continuous
ambulatory peritoneal dialysis patients has decreased by 6%.



Table 4
ESRD PROVIDERS BY TYPE OF SERVICE AND NETWORK

December 2000
Network | Total | Transplant Dialysis Hospital ! Independent! Inpatient Care Stations

Total 4,153 242 4,018 761 3,257 42 62,613
1 147 15 143 43 100 0 2,231
2 222 15 221 115 106 0 3,550
3 127 5 126 48 78 1 2,153
4 244 15 224 39 185 18 3,549
5 286 14 281 50 231 1 4,094
6 373 11 368 28 340 3 6,342
7 265 10 260 16 244 4 4,305
8 279 11 272 9 263 0 4,474
9 291 16 285 51 234 2 3,976
10 136 8 135 35 100 0 1,971
11 310 21 299 119 180 2 3,878
12 222 17 210 45 165 5 2,780
13 254 16 245 27 218 2 3,718
14 301 23 283 22 261 3 5,343
15 202 15 192 33 159 0 2,620
16 110 5 107 32 75 0 1,448
17 152 9 145 32 113 1 2,206
18 232 16 222 17 205 0 3,975

Source: National Listing of Medicare Providers Furnishing Kidney Dialysis and Transplant Services

! Hospital and Independent counts are included in the total dialysis count.

Note: Detail does not add to total because most transplant centers also provide dialysis services and are counted again as dialysis
providers.

Table 4 lists Medicare ESRD providers by type of service offered by Network. There were 242 transplant
centers within the United States in 2000. Network 14 has the largest number of transplant facilities, with
23, followed by Network 11, with 21. Networks 3 and 16 have the fewest transplant facilities, with 5
each. As expected based on patient populations, Network 6 has the largest number of dialysis providers
(368) and Network 16 has the smallest number of providers (107).

Appendix M lists the number of renal transplant recipients by donor source and by Network. According
to the annual facility surveys conducted by the Networks, 14,143 transplants were performed within the
United States during 2000. Of these transplants, 8,883 were from cadaveric donors while 3,984 were from
living related donors and 1,276 from living non-related donors. Cadaveric donors represent 63% of
transplants performed. Due to decreases in the availability of cadaveric donors, the percent of living and
living unrelated donor transplants have increased in recent years and in 2000 represented 37% of all
transplants performed. A large number of patients are on waiting lists for kidney transplants. As some
patients may be placed on more than one waiting list, there is no number available for the total number of
patients awaiting transplant.



The transplant centers in Network 11 performed the largest number of transplants in 2000, 1,482 and had
the largest number of transplants by living related donor, 510. Network 3 had the fewest number of
transplants with 447 occurring. Network 13 had the least number of transplants by living related donor,
106.

NETWORK DESCRIPTION

The ESRD Network program began in 1977 when the Department of Health, Education and Welfare
(HEW) published the final regulations establishing 32 Network Coordinating Councils to administer the
newly funded program. With only 40,000 dialysis patients receiving care in 600 facilities, the Networks’
responsibilities focused on organizational activities, health planning tasks, and medical review activities.

By December 31, 1987, the ESRD program encompassed 98,432 patients and 1,701 facilities
administering renal replacement therapy. At this time, Congress consolidated the 32 Networks into 18,
redistributing and increasing their geographical areas as well as their program responsibilities. Funding
mechanisms changed when Congress mandated that $ 0.50 from the composite rate payment from each
dialysis treatment be withheld, and allocated to fund the ESRD Network program. In 1988 CMS moved
from agreements and began contracting with the ESRD Networks to meet their legislative responsibilities.
These contracts placed greater emphasis on quality improvement activities and standardizing approaches
to quality assessment. Networks still collected and analyzed data for quality improvement, but health-
planning functions were reduced.

The Networks operate on a three-year Statement of Work (SOW) cycle. The 1997-2000 SOW was
replaced in July, 2000, with a new three-year SOW. At the time of the contract renewal, CMS provided
an updated ESRD Network Organization Manual that articulated background and responsibilities of the
Networks as well as modifications to some requirements of the ESRD Network program. This tool
enables the Networks to better understand contract responsibilities.

As specified in the Statement of Work, each Network is responsible for conducting activities in the
following areas:

Quality Improvement

Community Information and Resource
Administration

Information Management

b

CMS contracts require each Network to have an Executive Director, a Director of Quality Improvement,
and a Director of Data Management as well as other necessary staff to fulfill the contract obligations. The
role of the Executive Director is to coordinate the activities of the Network. The Quality Improvement
Director coordinates quality-related requirements and creates and implements quality improvement
projects. The Data Manager’s role is the accurate recording and transmission of data between the
facilities, the Network, and CMS.

In addition to these staff, Networks employ other individuals to accomplish contract responsibilities.
Though these positions vary from Network to Network, additional staff in the areas of quality
improvement, data, and patient services are essential for the coordination of the many Network activities.
Table 5 shows the type, number and percent of staff employed by each Network.

Table 5



NETWORK STAFF BY TYPE, NUMBER, AND PERCENT

December 31, 2000
ESRD Administrative Quality Data Patient Services
Network | Providers* | # % | # %o # Yo # % | Total Staff

1 147 3 30% 2 20% 4 40% 1 10% 10
2 222 3 27% 2 18% 4 36% 2 18% 11
3 127 1.3 14% 3 32% 4.2 44% 1 11% 9.5
4 244 3 30% 2 20% 4 40% 1 10% 10
5 286 4 36% 4 36% 2 18% 1 9% 11
6 373 3 27% 2 18% 5 45% 1 9% 11
7 265 1 13% 2 25% 3 38% 2 25% 8
8 279 2 22% 2 22% 4 44% 1 11% 9

9/10 427 4 24% 4 24% 6 35% 3 18% 17
1 310 2 18% 3 27% 5 45% 1 9% 11
12 222 1.75 22% | 225 | 28% 3 38% 1 13% 8
13 254 2 18% 3.5 32% 4 36% 1.5 14% 11
14 301 2 18% 4 36% 3.5 32% 1.5 14% 11
15 202 2 20% 2.8 29% 4 41% 1 10% 9.8
16 110 2 26% 1.9 25% 3.15 42% 0.5 7% 7.55
17 152 2 25% 2.5 31% 3 38% 0.5 6% 8
18 232 2 20% 3 30% 4 40% 1 10% 10

TOTAL 4,153 40.05 | 23% |45.95| 27% | 65.85 | 38% 21 12% 172.85

Source: Networks 1-18 Annual Reports, 2000
*Source: National Listing of Medicare Providers Furnishing Kidney Dialysis and Transplant Services

As seen in Table 5, Networks operate with a relatively small number of employees for the size of the
ESRD patient population served. The staffing pattern is similar across the Networks, with respect to the
number of staff assigned to functional categories but still reflect regional variations. The staff
classification areas above are for calculation purposes only and often do not indicate the true nature of
staff work duties. For example, an administrative assistant may be responsible for supporting the quality
improvement staff a portion of the time and the data staff the rest of the time.

Network staff are supported by a variety of committees with volunteer members from within the Network
area. Each Network is required by contract to specify appropriate roles and functions for these
committees and each is required to have the following:

e Network Council: A body composed of renal providers in the Network area that is representative of
the geography and the types of providers/facilities in the entire Network area as well as at least one
patient representative. The Network Council serves as a liaison between the provider membership
and the Network.

e Board of Directors (BOD): A body composed of representatives from the Network area including at
least one patient representative. The BOD (or executive committee) supervises the performance of
the Network’s administrative staff in meeting contract deliverables and requirements and maintains
the financial viability of the Network.

e Medical Review Board (MRB): A body composed of at least one patient representative and
representatives of each of the professional disciplines (physician, registered nurse, social worker, and



dietitian) that is engaged in treatment related to ESRD and qualified to evaluate the quality and
appropriateness of care delivered to ESRD patients.

e Any other committees necessary to satisfy requirements of the SOW. These committees are
designated by the Network and/or BOD and may include, but are not limited to patient advisory,
grievance, organ procurement, transplant, finance, and rehabilitation.

CMS NATIONAL GOALS AND NETWORK ACTIVITIES

The current Statement of Work outlines four goals to provide direction to the national ESRD Network
program. These goals outline the basic functions of the ESRD Networks and are used to direct the
Network daily activities. Each Network tailors its activities to meet and exceed CMS expectations.

The four goals are:

1. Improving the quality of health care services and quality of life for ESRD beneficiaries;

2. Improving data reporting, reliability and validity between ESRD facilities/providers, Networks and
CMS;

3. Establishing and improving partnerships and cooperative activities among and between the ESRD
Networks, Peer Review Organizations, State Survey Agencies and ESRD facilities and providers;
and,

4. Evaluating and resolving grievances.

These goals and how the Networks accomplished them are discussed below.

GOAL ONE: IMPROVING THE QUALITY OF HEALTH CARE SERVICES AND
QUALITY OF LIFE FOR ESRD BENEFICIARIES

The Centers for Medicare and Medicaid Services (CMS) contract with the eighteen ESRD Networks to
design and administer quality improvement/assessment programs. The structure and composition of the
Networks place them in a unique position to accomplish this purpose. The Networks are not-for-profit
organizations, led by volunteer boards and committees comprised of nephrology patients and
professionals. CMS outlines the broad expectations for Networks and specifies projects and tasks in the
ESRD Network Statement of Work (SOW). The geographic distribution of the eighteen Networks allows
each to design projects most appropriate for the population served. The Networks can adapt projects for
the different cultural and clinical needs of the area and take advantage of local resources to advance the
project. With limited resources, Networks must determine which projects can have the broadest impact on
improving quality of care. Networks share these project ideas with one another so successful projects can
be duplicated.

The Networks serve as a liaison between CMS and ESRD providers, and also between providers and the
ESRD patients under their care. CMS, providers, and patients all have a vested interest in achieving
optimal treatment, and the Networks serve as a vital link in the quality chain. Network organizations
accomplish their quality mission by:

Collecting and validating data;

Distributing data feedback reports for facilities to use in improving care;

Conducting quality improvement projects and activities focused on specific areas of care;
Providing professional educational materials and workshops for facility staff;

Providing patient educational materials and workshops to facilities and directly to patients; and,
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6. Offering technical assistance to dialysis and transplant facilities.
COLLECT AND VALIDATE DATA

ESRD Networks routinely collect, validate, and report patient-specific and facility-specific data for many
uses. Data collected by the Networks are used to provide CMS and other agencies with data for
operational activities and policy decisions. Networks also supply data and/or support to the USRDS and
to other research organizations. Data collected by the Networks are used to report on renal trends to the
renal community and beyond. Examples of data collected by the Networks are listed in Table 6 below.

Table 6
DATA COLLECTED
BY NETWORKS AS REQUIRED BY CONTRACT

Standard CMS HCFA-2728: Medical Evidence Demographics and pre-ESRD clinical data for all
Forms new ESRD patients
HCFA-2746: Death Notification Date and cause of death
HCFA-2744: Annual Facility Reconciliation of patient activity
Survey
Minimum Data Set Non-clinical Patient Events Allows Networks to place patient on any given
(No Standard day by treatment center and type of modality
Forms)
Facility Characteristics and Staff Size, ownership, staffing
Standard CMS HCFA-820: Hemodialysis CPM Clinical indicator forms collected once per year on
Clinical Performance | Form a sample of patients in each Network
Measures HCFA-821: Peritoneal Dialysis
CPM Form
No number: Facility CPM Form
Infectious Disease National Surveillance of Dialysis Facility-specific outcomes and practices
Associated Diseases

ESRD Networks also use data in their individual quality improvement projects. Data collected for quality
improvement projects are protected from release to the public.

National Clinical Performance Measures (CPM) Project

Formerly known as the National ESRD Core Indicators Project, the collection and reporting of these data
provides the foundation for many of the Network quality improvement activities. It provides important
feedback on outcome measures at both the national and Network levels. The four areas of care that CMS
identified for the focus of this project are listed below:

e Adequacy of dialysis measured by
- URR and Kt/V (hemodialysis)
- Weekly Kt/V and Creatinine Clearance (peritoneal dialysis)
e Nutritional status measured by
- Albumin
e Anemia management measured by
- Hemoglobin
e Vascular access
- Hemodialysis only



Each year, CMS (or its contractor) draws a 4% sample of adult hemodialysis patients and a 5% sample of
adult peritoneal dialysis patients. Networks prepare and distribute the collection forms. Facility
personnel collect data from the fourth quarter of the previous calendar year for the hemodialysis cohort.
Data for the peritoneal cohort is from the fourth quarter of the previous calendar year and the first quarter
of the current year. In 2000, data from all hemodialysis patients between the ages of 12 and 18 were also
included in the CPM sample. In 2000, Networks processed CPM forms on 8,154 hemodialysis patients
and 1,603 peritoneal dialysis patients.

When completed forms are submitted, Networks review the forms, input the data using standard software
supplied by CMS, and transmit the data to the CMS contractor. CMS and/or its contractor then randomly
selects 5% of the original patient sample (hemodialysis and peritoneal dialysis) for validation. Networks
re-abstract data for cases in the validation sample (either on-site or via mailed medical record copies),
computerize the information, and transmit it to the CMS contractor.

This project provides national and Network-specific rates based on the clinical performance measures
employed in the four areas of care. CMS uses these data to assess the quality of care being delivered to
Medicare beneficiaries and to evaluate the effectiveness of the Network programs in improving care.
Networks use the report, in combination with other feedback reports, to select areas for quality
improvement/assessment projects and activities. Since the sample size is insufficient to provide facility-
specific reporting, many Networks collect data on a broader sample in order to produce facility-specific
rates on outcome measures. Methods used for this include:

e 100% of patients from 100% of facilities;
e Sample of patients from 100% of facilities; and,
e Aggregate facility data from 100% of facilities.

Selected findings from the 2000 ESRD Clinical Performance Measures Project are highlighted below.
Important improvements in adequate therapy and anemia management have been realized since the onset
of this project. It is important to note that although the project year is 2000, the data are from 1999.
When years are noted in the information below, it refers to the year the data came from, not the project
year.

Adequacy of Dialysis: Hemodialysis

e Mean URRs have increased each year that the project has been conducted, from 62.7% in 1993 to
69.9% in 1999.

e The proportion of patients with mean URRs > 65 has also increased steadily from 43% in 1993 to
80% in 1999.

e 84% of patients had a mean delivered Kt/V > 1.2 in 1999, representing a 13.5% increase from
74% in 1996 when Kt/V was introduced in the project.

e In 1999, the percent of patients with Kt/V > 1.2 continued to vary by Network, ranging from 78%
to 93%. However, the range is narrowing as variation decreases. In 1996 when Kt/V was first
reported in this project, the range among Networks was 61% to 85%.

Adequacy of Dialysis: Peritoneal Dialysis

e Adequacy of dialysis was assessed during the study period (October 1999-March 2000) for an
estimated 85% of patients. This is a dramatic increase from 66% in 1995 when a peritoneal
dialysis cohort was first added to the project.
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68% of CAPD patients had both a mean weekly Kt/V > 2.0 and creatinine clearance > 60
L/wk/1.73m’.

66% of cycler patients (no daytime dwell) had a mean Kt/V > 2.2 and a mean weekly creatinine
clearance of > 66 L/wk/1.73m’.

65% of cycler patients (with daytime dwell) had a mean Kt/V > 2.1 and a mean weekly creatinine
clearance of > 63 L/wk/1.73m’.

The proportion of CAPD patients meeting K-DOQI recommended levels for adequacy increased
from 27% in 1995-96 to 65% in 1999-00. Similarly, the proportion of cycler patients with
adequate therapy increased from 28% in 1995-96 to 60% in 1999-00.

Anemia Management: Hemodialysis

In 1999, the proportion of patients with a hemoglobin > 11 was 68%, compared to 59% in 1998.
The mean hemoglobin increased from 11.1 gm/dL in 1998 to 11.4 gm/dL in 1999.

The percent of patients with mean hemoglobin > 11 gm/dL varied by Network and ranged from
57% to 74% with a national average of 68%.

Anemia Management: Peritoneal Dialysis

The mean hemoglobin in 1999-2000 was 11.6 gm/dL.
69% of patients had a mean hemoglobin of > 11 gm/dL, compared to 61% in the 1998-1999 study
period.

Serum Albumin: Hemodialysis

The percent of patients with adequate mean serum albumin values > 3.2 (BCP) or 3.5 (BCG) in
1999 was 80%, compared to 77% in 1993.

The percent of patients with optimal mean serum albumin values > 3.7 (BCP) or 4.0 (BCG) in
1999 was 32%, comopared to 27% in 1993.

Mean serum albumin value in 1999 with bromcresol green (BCG) laboratory method was 3.8
gm/dL, unchanged from 1997 and 1998.

Mean serum albumin value in 1999 with bromcresol purple (BCP) laboratory method was 3.5
gm/dL, compared to 3.6 gm/dL in 1997 and 1998.

Serum Albumin: Peritoneal Dialysis
The mean serum albumin value for 1999 was 3.5 gm/dL (BCG) and 3.3 gm/dL (BCP), unchanged
from 1997 and 1998.
The percent of patients with adequate mean serum albumin > 3.2 (BCP) and 3.5 (BCG) was 56%.

DISTRIBUTE DATA FEEDBACK REPORTS FOR FACILITY USE IN IMPROVING

Feedback reports and facility-specific data have become a major aspect of Network quality activities.
During 2000, all Networks distributed the data feedback reports, listed below, to their constituent dialysis
and transplant facilities. In addition to these “standard or routine” reports, most Networks generate and
distribute other reports (many are facility-specific) as a product of their quality assessment and
improvement activities. These additional reports are referenced in the section describing Quality
Improvement Activities.

Annual report of Network activities and accomplishments
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e Annual Report of the ESRD Clinical Performance Measures Project, and all subsequent
Supplemental Reports

e Unit specific reports of standardized mortality, morbidity, and other rates, produced by the
University of Michigan Kidney Epidemiology and Cost Center

e Summary of the Center for Disease Control and Prevention National Surveillance of Dialysis
Associated Diseases

e Forms compliance reports

CONDUCT QUALITY IMPROVEMENT PROJECTS (QIPs) AND ACTIVITIES
FOCUSED ON SPECIFIC AREAS OF CARE

Quality Improvement Projects

The ESRD Network contract with CMS requires implementation of two Quality Improvement Projects
(QIP’s) per contract cycle. This is an in-depth project for which CMS prescribes the format. The project
must address an area of care for which clinical performance measures and indicators have been
developed, and the proposal must be submitted for CMS approval prior to implementation.

The QIP format requires that each Network clearly define the opportunity for improvement, employ both
outcome and process indicators, include a project design and methodology that supports statistical
analysis, propose intervention activities, and include an evaluation mechanism. For 2000, CMS requested
all Networks conduct a QIP on Hemodialysis Adequacy. A brief overview and status of the projects
addressing hemodialysis adequacy is displayed in the table below.

Table 7
QUALITY IMPROVEMENT PROJECTS

QIP’s Addressing Adequacy of Hemodialysis

Network QIP Goal
1 Have providers below the CMS benchmark (80% of patients with URRs > 65) achieve this level.
5 Improve adequacy of hemodialysis by empowering nurses (through an algorithm) to change

prescriptions in a step-wise manner.

Increase the percentage of all New Jersey hemodialysis patients who: (a) receive doses of

3 treatment of at least Kt/V 1.2 or URR 65% by at least 2.5%, (b) have treatment prescribed doses
of at least Kt/V by at least 5%.

Improve adequacy of dialysis (to achieve benchmark) in patients with catheter as primary access

4 by identifying barriers to poor catheter function.

5 Increase proportion of patients receiving adequate dialysis by increasing the proportion of
adequately prescribed dose.

6 Increase the proportion of hemodialysis patients who receive adequate dialysis in selected dialysis

facilities in Network 6.

Increase the number of patients with URR > 65%; meet or exceed 80% of patients with URR >
7 65%; and

Determine which of three strategies works best in improving adequacy of dialysis.

8 Accurately assess hemodialysis prescriptions and increase the URR in the Network 8 population.
To assist providers in modifying practice patterns and processes of cate.

Measure and improve elements of dialysis prescription (blood flow, duration of treatment and
dialyzer clearance) as well as vascular access type, in order to realize an improved URR.

HD Adequacy as defined by URR >= 65% will meet or exceed target of 85% of the adult in-
9/10 center HD patients.

Long term goals: (1) decrease dialysis related morbidity and mortality for in-center HD patients
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QIP’s Addressing Adequacy of Hemodialysis
Network QIP Goal

and (2) assist ESRD providers to modify practice patterns or processes of care in order to
improve patient outcomes.

Increase the number of patients in Network 11 who are receiving the minimum dose of
hemodialysis as stated in HD Adequacy CPM III (URR = 65%).

Increase the number and percent of patients whose URR is > 0.65 by providing rapid data

12 feedback, assessing dialysis prescription delivery compliance, and establishing facility-specific
improvement goals.

Increase the percent of HD patients for whom vascular access is a catheter who receive adequate

11

13 HD therapy to at least 80% by Dec 2001.
Increase the percent of adult in-center HD patients receiving a URR = 65%.

14 Identify percent of patients not attaining a URR > 65% for 3 consecutive months or longer and
the causes.

15 Improve hemodialysis adequacy by decreasing the number of catheters utilized for permanent
access.

16 Improving the overall adequacy of hemodialysis, verifying the consistency of delivered dose of
dialysis.

17 Identify barriers to adequacy of HD to assist facility staff to improve adequacy outcomes.

18 Increase the proportion of patients receiving adequate hemodialysis (defined as URR = 65%) to at

least 80%.
Source: Networks 1-18 Annual Reports, 2000

In addition to hemodialysis adequacy, Networks addressed other areas of care through the conduct of
Quality Improvement Projects during 2000. The table below provides an overview of approved QIPs by
area of care.

Table 8
QIP’S BY AREA OF CARE

Network Area of Care Goals Status at December 2000

Adequacy of Peritoneal Dialysis

IAdequacy of Increase the number of patients with regularfRe-measure scheduled for January 2001.
[Peritoneal Dialysis [adequacy measures.
2 [ncrease the number of patients with
adequacy measures consistent with DOQI
lguidelines.
IAdequacy of Increase the proportion of PD patients with [Re-measurement scheduled for mid-2001

Peritoneal Dialysis [adequacy measured (method and frequency) to cover January-June 2001.
in accordance with DOQI Guidelines.

> [ncrease the proportion of patients
receiving adequate PD as defined by DOQI
Guidelines.
Adequacy of [Educate the peritoneal dialysis providers on [Outcome goal met. Delivered dose of
Peritoneal Dialysis [the current state of adequacy in the dialysis increased. Percentage of
[Prescription [Network. peritoneal dialysis patients measured for
9 |Assess the practices of adequacy adequacy improved. This QIP concluded
/10 . - ) . .
measurement and physician prescription  fin 2000. Network 9/10 will continue to
through data collection activities with monitor peritoneal dialysis adequacy and
dialysis providers. report to facilities through feedback
Improve the percentage of peritoneal reports generated through CPM data
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Network

Area of Care

Goals

Status at December 2000

dialysis patients receiving adequacy
measurements.

Improve percentage of peritoneal dialysis
patients receiving adequacy measurements
that meet recommended practice guidelines
established by the Nephrology community.

collections.

[Peritoneal Dialysis

To improve peritoneal dialysis adequacy

[Project completed and final report

IAdequacy through routine measurement of PD accepted by the Project Officer in April
15 adequacy. 2000. Results included showed
improvement in all areas of peritoneal
dialysis adequacy.
Vascular Access
Vascular Access  [PHASE 1: Increase number of AV fistulae [Baseline date obtained in 1999 in 6
as first access utilization. medical centers. Intervention in 2000.
Re-measure planned for 2001. Identified 3
1 different pathways for new dialysis
patients.
\Vascular Access  [PHASE 2: Identify criteria used by surgeons[Baseline data obtained in 2000 in 6
when selecting first access type. medical centers.
1
Vascular Access  [T'o improve the processes that enhance Outcome goal met. From baseline to
patency and decrease thrombosis in post-intervention, DVP monitoring every
3 arteriovenous grafts used for hemodialysis. [treatment increased; AVG monitoring of
any type increased; number of facilities
that measured, tracked and assessed AVG
thrombosis increased.
Vascular Access  |Increase the use of native AV fistula as the [Outcome goal not met. The timeline for
primary access in preparation for initiation |completion was too energetic. Project
of hemodialysis (as determined on day 91 offidentified that:
dialysis). surgeons were unaware of DOQI
- Improve the quality of life of hemodialysis |Guidelines for Vascular Access;
patients by reducing morbidity and due to feedback from nephrologists and
mortality associated with vascular access  |nurses stating the AVG are easier to
failure and decrease the cost of Medicare  |cannulate, surgeons incorrectly surmised
expenditures for associated morbidity. that AV grafts were preferred vascular
access.
Hemodialysis [Establish a prevalent rate of central venous [Decreased catheter rate outcome goal not
Central Venous catheter use that is adjusted for patient age, |met.
Catheter sex, race and length of ESRD for facilities, |[ncreased catheter with fistula/graft
health service regions, states, and Network. |maturing rate outcome goal met.
[Educate hemodialysis providers on the A standardized ratio methodology to
9/10 adjusted catheter use rates, Standardized  [adjust for patient demographics, i.e., age,

Catheter Ratio (SCR).

Educate hemodialysis providers on SCR
comparisons to local, health service area,
state and Network rates.

Lower the percentage of incident

hemodialysis patients 290 days with central

race, sex, height/weight, cause of ESRD,
and number of years on dialysis, was
developed and facility access rates were
calculated.
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Network | Area of Care Goals Status at December 2000
venous catheters as permanent access.
Lower the percentage of prevalent
hemodialysis patients with central venous
catheters as permanent access.
[Educate hemodialysis providers on policies
land procedures that are beneficial to
improving central venous catheter
outcomes.
Vascular Access  |Identify barriers to AV fistulae as first Results published. Reprints, MRB
1 access. guidelines, and KDOQI guidelines were
mailed to vascular access surgeons.

Vascular Access  |Establish facility, state, and regional vascularfData collection finalized and statistical

[Infection access percentages. Educate facilities in analysis begun.
collecting, computing, and tracking vascular

12 access infection rates. Assess the
implementation of recommended clinical
practice guidelines related to access
linfection prevention and care.

Vascular Access  |Increase the percent of monitoring for [This was a NW13/Lousiana Peer Review
stenosis in HD patients with arteriovenous |Organization collaborative project that
lorafts. 'was transitioned into an educational

13 project secondary to discussions with CMS
Regional Office. Educational/QI
materials distributed to facilities that

articipated in initial project activities.

Decreasing Decrease the utilization of hemodialysis Outcome goal met. The percent of

hemodialysis catheters in the Texas dialysis community. [patients using a hemodialysis catheter

14 catheter use dropped and upward trending statewide
catheter rate was slowed. Facility practice
changes resulted in an increase in
statewide fistula use from 16.8% to 22.5%

Vascular Access  |Increasing the percentage of prevalent [The percentage of prevalent patients with
patients with an AV fistula to 40%, as per fan AV Fistula increased from 20.3% to

18 DOQI Guidelines. 28.2%. Systemic issues identified that
inhibit broad based, short-term progress
and require intervention by parties beyond
the ESRD Networks.

Preventative Care

[nfluenza [ncrease # of providers with immunization [QIP started in 1997. Baseline provider

Immunization policies and procedures. rate was 34% with influenza policies. By

1 1999 the rate was 98%. In 2000,
educational materials on vaccination
benefits were mailed to all providers with
reminder to order vaccines early.

Diabetes [ncrease community awareness of ADA Re-measure scheduled for January 2001.

2 recommendations for care of diabetic

atients.

[nfluenza [ncrease the proportion of ESRD patients  [The final data analysis could not be

Immunization 'who were informed about the medical completed in 2000 due to the time

4 1999-2000 benefits of immunization. extension of the immunization program.

Increase the number of ESRD patients who
received an immunization.

Preliminary data indicated an
immunization rate of 79.7% for PA and
30.1% for DE.
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Network Area of Care Goals Status at December 2000
Early Referral to  [Increase Primary Care Physician awareness |Data analysis revealed no significant
[Nephrology Care  [of importance of eatly referral and increase |change in referral rate or vascular access
1998-1999 by ten percentage points the placement of  |placement compared to billing data. The

4 vascular access thirty days prior to dialysis. [project was deemed successful as

measured by the partnering programs that
were conducted when the video was
viewed and nephrology care discussed
(with community physicians.

Project implemented in 1997 and
completed in 1998. Promotional materials
distributed annually (in partnership with
area PROs), and annual follow-up
conducted.

[Preventive Care:
[ncreasing The

5 Influenza
IVaccination Rate

Increase proportion of NW 5 facilities
offering flu shots on-site, or referring
patients elsewhere for annual vaccination.
[Increase proportion of NW5 patients
receiving flu shots annually.

[nfluenza [ncrease the number of dialysis patients An average of 72% of patients in each
Immunization receiving the influenza vaccine among all  [facility received the influenza vaccine
6 facilities in Network 6. during the 1999-2000 influenza season, an
increase from 67.2% during the 1998-1999
influenza season.

Hepatitis B Increase the number of dialysis patients 60.1% of patients received a complete
receiving the Hepatitis B vaccine among all [Hepatitis B vaccination series. 8.1% were
facilities in Network 6. receiving the vaccination series. 7.8% of

6 patients were not candidates for the
vaccine. 7.6% of patients reportedly
refused the vaccine, and 16.3% of patients
'were not vaccinated for reasons unknown
to the facility staff.

Hepatitis B Post study intervention with the low [Performing data collection and statistical

Vaccination performers as directed by the Medical analysis.

12 Quality Review Board.

Improvement

Project

Transplantation
Transplantation  |{Increase number of patients receiving (or  [Final measurement of project indicators

referred for) living donor transplant
through increased educational efforts.

completed. Both the intervention and
comparison facility groups showed
improvement in the percentage of patients
5 wait-listed for cadaveric donor transplant,
scheduled for living donor transplant,
and/or referred for transplant evaluation,
but improvements were not statistically
significant.

Source: Networks 1-18 Annual Reports, 2000
Quality Improvement Activities

In addition to formal Quality Improvement Projects, Network Medical Review Boards (MRB) also
conduct quality assessment and improvement activities to address areas of concern and opportunities for
improvement. These utilize individualized approaches and may be specific to the Network area. In 2000,
Networks conducted numerous quality activities employing various approaches that included monitoring
facility performance, distributing data feedback reports, disseminating information using electronic
transmission, counseling, benchmarking, demonstration and pilot programs.
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An overview of these activities is described in the table below, by area of care.

A more detailed

explanation of the activities by Network is included in Appendix N.

Table 9

OTHER NETWORK QUALITY IMPROVEMENT ACTIVITIES CONDUCTED IN 2000

Area of care

Networks

Adequacy of Dialysis (HD and/or PD)

1,3,4,5,6,8,9/10, 11, 13, 15, 17

Anemia Management

1,3,4,5,6,8,9/10,11, 13, 15, 16, 18

Vascular Access

1,6,8,9/10,11,13

Iron Management 1,5

Nutrition 1,3,5,6,8,9/10,11, 15
Renal Osteodystrophy 11

Bacteremia and/or Infection Control 1,8,13
Vocational Rehabilitation/ Employment 2,3,4,06,14
Exercise 4,7
Immunizations 3,13,17,18
Transplantation 3,4,56,8, 11,14
Continuous Quality Improvement 2,3

Pediatric Dialysis 4

Early Referral/ Early Renal Insufficiency 4,5, 11

Hepatitis B and/or Hepatitis C 4,12,16,17

Quality Measuring and Reporting, Physician Activity Reports,
CPM and Profiling Reports

1,3,4,5,6,9/10, 14, 15

Quality Awards 5

Crisis Prevention, Conflict Resolution 5,12, 14,16
Electronic transmission of laboratory data 5,11, 14
Common Practices 6
Hospitalizations 8
Cooperative National Study of Renal Decisions (CONSORD) 5,8,11,18
Preventive Care in diabetics 13
Technical assistance, facility consults 3,11, 14,16
Peritonitis 14
Emergency call system 18

Source: Networks 1-18 Annual Reports, 2000

PROVIDE PROFESSIONAL EDUCATIONAL MATERIALS AND WORKSHOPS FOR

FACILITY STAFF

The principles of quality improvement compel the healthcare team to identify opportunities for
improvement and develop appropriate interventions. ESRD Networks are a vital resource to facilities,
providing educational materials and workshops. Under contract to CMS, Networks are to provide, at a
minimum, the following materials:
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1. CMS ESRD Network goals, the Network activities conducted to meet these goals, and the
Network’s plan for monitoring facility compliance with goals;

2. The Network’s Annual Report;

3. Regional patterns or profiles of care as provided in the Clinical Performance Measures Annual
Report;

4. Results of Network Quality Improvement Projects;

5. Other material (such as journal articles or pertinent research information) that providers/facilities
can use in their quality improvement programs;

6. The process for handling patient grievances;

7. Treatment options and new ESRD technologies available for patients; and,

8. State/regional vocational rehabilitation programs available in the Network area.

The Networks develop materials, as well as serve as a clearinghouse for materials developed by others. A
variety of communication formats and vehicles are used to disseminate these materials including hard
copy, Network website postings, electronic mail, and broadcast fax. Some of the workshops and
educational sessions offered by Networks are highlighted in Appendix O by general topic: access to care,
clinical, continuous quality improvement, communication/crisis management, general, and patient-related
issues. A more detailed explanation, by Network, is included in Appendix P.

Estimated from Network logs, Networks distributed over 51,000 pieces of educational material to facility
personnel in 2000. Appendix Q is a partial listing of materials, by general topic that were developed
and/or distributed by the Networks to facilities in 2000. Topics include: clinical, clinical guidelines/ CQI,
general, guidelines/regulatory, and patient-related issues.

In addition to the professional educational sessions offered to facility personnel and the educational
materials distributed, several Networks published journal articles, displayed posters, and gave
presentations at professional meetings during 2000. A list, by Network, is provided in Appendices R and
S.

PROVIDE PATIENT EDUCATIONAL MATERIALS AND WORKSHOPS TO
FACILITIES AND DIRECTLY TO PATIENTS

ESRD Networks also develop and serve as a clearinghouse for patient education materials. Some
materials are sent directly to patients, while others are distributed to facilities for use in patient education
efforts. All Networks have toll-free numbers for patients and respond to numerous requests for patient
assistance.

Many Networks utilize Patient Advisory Committees and/or patient representatives at the facility level to
gather patient concerns and distribute information. All Networks use a variety of media and
dissemination methods to provide patients with information such as: meetings, teleconferences, direct
mailings, booklets, posters, brochures, videos, training manuals, and website updates with items of
interest to patients. Several Networks publish newsletters for patients (e.g., Kidney Patient Update,
Patient REMARCS, TransDial, Renal Health News, Kidney Koncerns, Common Concerns). Network
personnel present at conferences and participate in patient programs sponsored by other renal-related
organizations (NKF "Road Shows," area transplant and dialysis support groups, civic organizations and
church groups, NKF Patient Education Seminars and RISE, Community Awareness Seminars, Patient
Services Symposium).
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Estimated from logs, Networks distributed over 446,000 pieces of educational material/information
directly to patients and/or to facilities for distribution to patients. A partial list of the materials distributed
and topics of educational offerings during 2000 is provided below in Table 10.

Table 10
PATIENT EDUCATION MATERIALS/WORKSHOPS PROVIDED BY NETWORKS
Access
e Whatis Your Access Ability?
e Vascular Access for Hemodialysis (video)
e Access Care - Your Lifeline
e PAC Action Gram on Access Care
Adequacy of Dialysis
e Adequate Dialysis: What Every Patient Should Know & How Patients Can Help
e Education brochure for PD patients to foster compliance with dialysis prescription and adequacy
measurement
What is Adequate Hemodialysis? (video)
e "Dialysis Adequacy - Know Your Number"

Other Clinical Issues

Dialysis Keeps People with Kidney Failure Alive

AIDS Information for the Dialysis Health Professional and the Dialysis Patient
Influenza Immunization Memo "Get Your Shot"

Living Well on Hemodialysis (video)

Shortened Dialysis Times, Fluid Management & Transient Dialysis (education materials)
Notification of water treatment change

Communication & Psychosocial

Patient-to-Patient Training

Positive Attitudes

Got an Attitude - Make it a Good One!

The Role of the Network in Patient Education and Grievance Resolution
Patient Support Group List

RESPOND Volunteer workbook

Anger Management

Diet & Nutrition
Que Comer? (What to Eat?)
"Diet and Disaster" Booklet

Emergency Meal Plan
Nutrition, A Resource Guide for ESRD Patients

Disaster/Emergency Preparedness

e Disaster Preparedness for Dialysis/Transplant Patients
e Emergency Preparedness Resource for Pennsylvania and Delaware Dialysis Patients
e "Preparing for Emergencies"

General
e "Your New Life" Booklet
e "Your Health - A Shared Responsibility" (booklet)
e Life Goes On... After Your Kidney Stop Working -Patient Education Book
e Living with Kidney Failure, A Patient Manual
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e Meeting the Kidney Challenge (booklet)
Patient Education Resources Guide
e New Patient Packet containing information on: 1)Renal rehabilitation and employment with
ESRD 2)Communicating with the healthcare team 3)Patient Rights and Responsibilities
4)Dialysis adequacy 5)Grievance information
e New Patient Orientation Package
e Facility Listings
e Informational posters and brochures Network services
Grievances & Patient Concerns
e Grievance Procedures for Dialysis Units
e Patient Rights and Responsibilities
e Network Grievance Procedure
e Patient Grievance Posters
Treatment Options/Transplant
e Transplant Games (sponsor)
e Organ Waiting List (workshop)
e Understanding the Transplant Process (published in For Patients Only and Patient Newsletter)
e "Understanding Kidney Failure and Accepting a Treatment Modality"
e "Donate Life" CCOTD Brochure
Vocational Rehabilitation/Employment/Finances/Exercise
e LORAC's New Life New Hope
Plight of the Renal Spouse
Dialysis Workout Video
Patient Information for GED Testing
Red Book on Employment Support (Social Security Administration)
SSA Focus on Self-Support
Adventure Park Special ESRD Edition
Civil Rights Fact Sheet
Americans with Disabilities Act of 1990--Your Rights in the Workplace
Medicare Entitlement Update

Beginning in the fourth quarter of 2000, new ESRD patients were sent a package of orientation materials.
This was accomplished through a collaborative effort between the Networks, CMS, and the Forum
Clearinghouse. New patients are identified upon entry into the Network data system (via the HCFA 2728
Form). Mailing labels are generated and provided to the mailing service for distribution to patients. The
package of orientation materials includes: an introductory letter from CMS, an introductory letter from
the specific Network, End Stage Renal Disease Resource List, Preparing for Emergencies: A Guide for
People on Dialysis (CMS booklet), Medicare Coverage of Kidney Dialysis and Kidney Transplant
Services (CMS booklet), and, the AAKP Patient Plan Phase 1 (AAKP booklet). The rate of package
return is tracked, and the data shows small variation between Networks, and indicated that the vast
majority of packages, 96%, are delivered.

OFFER TECHNICAL ASSISTANCE TO DIALYSIS AND TRANSPLANT FACILITIES

ESRD Networks provide technical assistance to the personnel of dialysis and transplant providers on an
ongoing basis as part of their daily operations. In order to respond to the technical needs of the renal
community appropriately, Networks employ qualified personnel with expertise in dialysis and transplant
nursing, renal social work, patient advocacy, healthcare quality, and data management. Technical
assistance is provided using a variety of vehicles and venues, including (but not limited to) telephone
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consultation, on-site visits, meetings, distribution of materials, referral to individuals with additional
expertise in the area queried, conference calls, and educational workshops (described in a previous
section). If multiple queries are received on one topic, an educational offering or other activity may be
conducted to address the issue with a broader audience.

The functionality of SIMS and its expanded capability to enter “contacts” pertaining to issues other than
patient concerns and grievances has enhanced the Networks’ ability to track the nature of technical
assistance provided, as well as the time required. An overview of issues referred to Networks for advise
and assistance during 2000 is provided below. (This list is only an overview, and in no way represents all
of the issues addressed by every network during 2000.)

Advance directives

Anemia management

CQI tools and techniques

Developing facility quality programs

Dialysis and transplant center reviews

Disaster planning

Disclosure of HIV status of patients visiting or transferring to other dialysis facilities
Disruptive and abusive patients

Duties and tasks for patient care technicians
FDA safety alerts

Federal regulations and conditions of coverage
Infection control issues

Isolation for VRE

K-DOQI Guidelines

Latex allergies

Low serum potassium dialysate

Medical records (content and retention)

OSHA pending needlestick regulations for 2001
Reimbursement for EPO and iron supplementation
Roles and responsibilities for Medical Directors
Staffing recommendations

Tracking outcome data to detect trends/changes
Urokinase restrictions

Water testing requirements

GOAL TWO: IMPROVING DATA REPORTING, RELIABILITY, AND
VALIDITY BETWEEN ESRD FACILITIES/PROVIDERS,
NETWORKS, AND CMS

Information management is a core function of the ESRD Networks. They routinely collect,
validate and report patient- and facility-specific data for many uses:

1. Establish a national surveillance system of ESRD patients to record demographic
information and to follow each patient’s care through changes in modalities and
providers;

2. Profile areas of patient care in need of improvement and support these improvement
activities;

3. Identify regional trends in quality to be addressed by the local Network;
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4. Provide CMS and other agencies with data necessary for operational activities and
policy decisions;

5. Supply data and/or support to the USRDS and other research organizations; and

6. Report to the renal community and beyond on the trends in ESRD care.

Networks established their individual registries in the early 1980s with similar components and
definitions. In 1997, the Networks began the complex transition to the national Standard
Information Management System (SIMS). The Southeastern Kidney Council (Network 6), on
behalf of the Forum and under contract with CMS, leads this project. The project was launched
December 1999 to ensure all Networks had a Y2K-compliant system.

In the fall of that year, all Networks were asked to convert at least five-years of data from their
legacy system, using the new standardized definitions. When possible, Networks converted their
entire system. Using each of these converted datasets, SIMS created the central repository of all
patients nationally. As data was added to the repository, thorough checks were run to match
patient records from one Network to another in cases where patients had been treated in multiple
Networks. Although the system was launched at the end of 1999, Networks worked throughout
2000 to reconcile data to the new structure. CMS began requiring all Networks to use SIMS in
July 2000.

Data is now replicated nightly to the central repository. If a patient crosses Network boundaries
for treatment, his/her pertinent data is automatically replicated back to the receiving Network.
This allows Networks to track patients through the continuum of care and keep accurate records
of patient and technique survival. Some data is not replicated and remains only on the local
Network server. Most notably, patient grievance calls and facility staff information is not stored
on the repository and is only accessible to the Network that entered it.

Five Major Components of SIMS

Patient Data
e 2728 Medical Evidence form — enters patient in registry and establishes patients benefits
for Medicare
2746 Death Form — filled out when a patient dies (terminates benefits)
Patient Events — modality shift, transfer in or out of a provider, transplant, discontinue,
recover function, etc. that a patient has during their course of treatment

e 2744 Facility Survey — reconciliation of the patient events that is performed once a year
for all facilities

e (CPM forms

Provider and Personnel
e Facility files housing data on providers including address information, name, affiliation,
certification dates, services offered, shift information, etc.
e Personnel files contain data on the majority of personnel at the facility level. Also tracks
Network board members and other entities that need to be on mailing lists
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Contacts
e Any complaint, inquiry, grievance, or concern coming in from any patient, provider,
family member, or member of the renal community

Reports (all exportable for customization of the data presentation)
e Annual reports (incidence, prevalence, transplants, etc)

e Quarterly reports (form counts and some portions of the contacts reporting)
e Listing of providers, their staff, and services
e Miscellaneous reports

Utilities

e Data Cleanup utilities to verify and validate data

e Export files for REBUS for monthly 2728 and 2746 transmission

e (CPM patient population files

e (CMS output files including a Termination Candidate file, patient census files and current
patient status file

e Administrative utilities (mailing label export, internal reports)

Network 6 continues to support SIMS, including system enhancements, hardware and software
acquisitions, training, and user support through a help desk. Each month SIMS hosts a two-hour
conference call with Networks and CMS to discuss pertinent issues and changes. Networks may
recommend additional elements or functionality be added to the system via a Position Paper.
Each Network is allowed to comment on the position and if it receives sufficient support, the
item will be added to SIMS.

Currently, in SIMS there are over 1 million unique patients and over 3 million patient events for
those patients. Some of this information is collected via CMS forms, the 2728, Medical
Evidence Form and the 2746, Death Notification. Patient events and other information are
collected via Network-defined forms. Each month, the CMS forms are copied to CMS for
inclusion in the Renal Beneficiary Utilization System (REBUS). Table 11 shows the number of
forms transmitted to CMS in 2000.

Table 11
DATA FORMS PROCESSED
Calendar Year 2000
Medical Evidence | Death Notification
Network (CMS 2728) (CMS 2746) Total
1 3,782 2,664 6,446
2 7,535 5,705 13,240
3 4,425 3,404 7,829
4 4,142 2,344 6,486
5 5,693 3,722 9,415
6 7,831 5,825 13,656
7 5,942 4,304 10,246
8 5,089 3,401 8,490
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9 7,611 4755 12,366
10 4,630 2,386 7,016
1 6,095 4335 10,430
12 4333 2,993 7,326
13 3,928 3,043 6,971
14 8,305 4748 13,053
15 4317 2,488 6,805
16 3,302 2,046 5,348
17 4,621 2,797 7,418
18 7,766 4304 12,070
Total 99,347 65,264 164,611

Source: Networks 1-18 Annual Reports, 2000

In building this information infrastructure, the Networks hope to better pursue initiatives to measure and
improve the quality of healthcare delivered to the ESRD patient population. The ultimate goal of SIMS is
to improve the quality of care delivered by making ESRD data more accessible to dialysis facilities,
Networks and the renal community.

GOAL THREE: ESTABLISHING AND IMPROVING PARTNERSHIPS AND
COOPERATIVE ACTIVITIES AMONG AND BETWEEN ESRD
NETWORKS, PEER REVIEW ORGANIZATIONS, STATE
SURVEY AGENCIES, AND ESRD PROVIDERS/FACILITIES

Networks are actively involved with both quality-related and renal-related organizations to facilitate
cooperation and joint ventures. Each Network creates unique partnerships with organizations to help
provide better care for the ESRD patient population, including renal groups, professional organizations,
dialysis corporations, and pharmaceutical companies.

All of the 18 Networks provide support and leadership to the Forum of ESRD Networks. Network MRB
Chairs and Board members, Executive Directors, and other staff members assist the Forum by
volunteering for positions on the Forum Clearinghouse Board of Directors as well as on various Forum
Clearinghouse committees.

With participation from all 18 Networks, the Forum Clearinghouse continues to be instrumental in
developing and promoting a number of national initiatives to improve partnerships within the Network
program and renal community. These include the SIMS initiative, the semi-annual meetings of MRB
Chairpersons, implementation of a strategic plan, quarterly conference calls among the Executive
Directors, QI Directors, and distribution of clearinghouse materials to all Networks.

The 2000 Annual Meeting between CMS and the ESRD Network drew representatives from CMS,
Networks (data, quality, patient services, and executive staff), as well as many Network Medical Review
Board Chairs to discuss issues impacting the ESRD Networks. Other new activities in 2000 included the
development of a patient safety initiative in the ESRD Program, the examination of Network activities in
the area of referral for transplantation, and the facilitation of a post-contract award meeting.
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In Spring 2000, a committee, with representatives from the renal community (AAKP, ANNA, Life
Options, NRAA, RPA, UNOS), the Networks, CMS, and the ESRD Forum reviewed existing ESRD
educational materials and recommended the educational materials that would be most helpful to new
patients with ESRD. Beginning in October 2000, each new patient in the 18 Networks received a
package of ESRD orientation materials. Contents of this package were outlined in the previous section.

Networks continue to develop relationships and partner with Peer Review Organizations (PROs) to
improve the care received by ESRD beneficiaries. The table below provides a summary of collaborative
activities that Networks conducted in conjunction with their area PROs during 2000.

Table 12

NETWORK-PRO COLLABORATIVE ACTIVITIES IN 2000

Network

PRO

Topic or Project Name

How This Improves Care

1

CT PRO (Qualidigm)

CT Diabetes QIP

IEducational efforts for better coordinated
diabetic management.

3 [Puerto Rico Foundation for [Problem referrals [Problem resolution.
Medical Care Evaluation
4 Keystone Peer Review Early Referral to Nephrology Care[The goal of this project was to quantify the
Organization (KePRO) QIP for 1998-1999 impact of early referral on morbidity,
mortality, and cost.
4 Keystone Peer Review Influenza Immunization Quality |Goals: increase the proportion of ESRD
Organization (KePRO) Improvement Project (QIP) for  [patients receiving an influenza immunization;|
1999-2000 increase the proportion of dialysis facilities
that offer a preventive immunization
program in the unit.
5 Delmarva Foundation, West|Annual Flu Shot Campaign Eincourages patients to receive preventive
Virginia Medical Institute, care (flu shot).
Virginia Health Quality
Center
5 [Delmarva Foundation Supplied speakers and assisted in  [Supports facility internal quality review
coordinating educational efforts by helping staff gain a better
presentations and a workshop on junderstanding of CQI statistical techniques.
statistics.
5 Virginia Health Quality Contracts to provide project Creates a stronger project to detect what
Center design and statistical services for [interventions actually result in increased
the 2nd QIP on hemodialysis adequacy values.
adequacy.
5 West Virginia Medical Coordinated with NW 5 to assist [Strengthened the facility's internal quality
[nstitute in examining WV mortality and  [program.

provided assistance to one WV
facility in data analysis and
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Network

PRO

Topic or Project Name

How This Improves Care

examination.

Virginia Health Quality
Center

Contracted to provide an
extensive literature review on
hemodialysis adequacy.

Used in the development of the 2nd
hemodialysis adequacy QIP and shared with
other Networks.

Florida Medical Quality
IAssurance Inc.

Combating Depression in ESRD

[This was a collaborative project developed
with FMQAIL This included exercise to
combat depression in ESRD patients. The
proposal was not accepted.

Florida Medical Quality
Assurance Inc.

Florida Flu Fighters Coalition

[ncrease patient and professional knowledge
of the value of influenza vaccines for "at
risk" persons, such as dialysis patients.

IMid-South Foundation for
Medical Care (Tennessee)

LEAP -Lower Extremity
IAmputation Project

[This project will educate ESRD facility
personnel and ESRD diabetic patients on the
importance of routine foot care and ongoing
monitoring.

Alabama Quality Assurance
Foundation (AQAF)

Depression in ESRD Patients

[The goal was to identify eatly stages of
depression in ESRD patients and encourage
follow-up care. The concept paper was not

approved.

[nformation and Quality
Healthcare (IQH)
Mississippi PRO

Beneficiary Liaison Committee
and Annual Flu and Pneumonia
Immunization Program

The Network QI staff serves on this
committee with the PRO staff. The
committee purpose is to identify and address
the needs of Mississippi Medicare
beneficiaries. Annual mailing of
immunization and mammography
information to dialysis providers.

KePRO, Inc.

The Ohio Alternate Setting
Project

Studied cardiac risk factors in dialysis units in|
Northeast Ohio. The project was developed
to: examine the monitoring of cardiovascular
diseases among patients on hemodialysis;
improve control of cardiovascular risk
factors among patients on hemodialysis;
improve the management of the ESRD
patient diagnosed with cardiovascular
diseases; and, explore current procedures in
each participating facility and develop
appropriate interventions.

11

INorth Dakota Health Care
Review

Managing the Pre-ESRD Patient

Early referral for pre-ESRD care has been
shown to improve outcomes for patients
once renal replacement therapy has begun.

13

.ouisiana

Monitoring AVG's for Stenosis

Focuses attention on lengthening the use-life
of AVG's for HD patients.

13

[ouisiana

Immunizations

Focuses attention on the importance of
immunizations in the ESRD patient and

rofessional population.
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Network PRO Topic or Project Name How This Improves Care
13 Oklahoma [Diabetic Foot Care Increase the performance of routine foot
exams in the diabetic ESRD patient
population to prevent long-term
complications (e.g., amputation).

14 Texas Medical Foundation |Immunization Decreases flu/pneumonia incidence.

15 Mountain Pacific Quality  [Immunization The goal of this project is to improve the
Health Foundation immunization status of ESRD patients
(MPQHF) dialyzing in in-center hemodialysis facilities

in Wyoming.

15 Colorado Foundation for  [Peritoneal Dialysis Adequacy QIP [The participants sharing their knowledge
Medical Care (CFMC) through practice improve care. Partnering

with CFMC added resources and support to
this effort.

16 PROs based in Louisiana, |Conference calls with Networks in[Information sharing intended to improve
Idaho, Oklahoma, Wyoming[same service area to share effectiveness of PRO outreach in to ESRD
& Ohio information on projects underway [community.

of common interest.
16 PRO-West/Idaho Reducing the Rate of Vascular [Provided validation of findings, insight into
IAccess Infections approaches and effective intervention in
reducing infection, cultivated relationship for
future.

16 [PRO-West, Washington Follow-up on individual Worked with regional PRO to respond to

beneficiary concern inquiry from spouse of deceased patient.

16 Colorado Foundation for  [State Survey Pilot Test Will provide facility-specific data to State

IMedical Care

Survey Teams to augment current

selection/review processes.

Source: Networks 1-18 Annual Reports, 2000

Networks communicate with State Survey Agencies (SSAs) through the exchange of newsletters, annual
reports, and other appropriate quality reports. This communication helps to facilitate the exchange of
ideas on issues of quality improvement and patient grievances. Networks also work with their constituent
State Survey Agencies in resolving patient grievances and assisting facilities in resolving performance

1Ssues.

Networks actively seek partnerships and conduct activities with renal-related organizations and quality
associations, and have also have forged relationships with advocacy and research organizations. Several
of the organizations that Networks worked with during 2000 are listed below.
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Renal Community Non-Renal Related

e American Association of Kidney Patients e American Society of Quality

e American Kidney Fund e American Healthcare Quality

e American Nephrology Nurses Association Association

e American Society of Nephrology e Association for Advancement of

¢ Life Options Rehabilitation Advisory Medical Instrumentation
Council e Centers for Disease Control and

e National Kidney Foundation Prevention

e National Renal Administrators Association e Food and Drug Administration

e Nephrology Pharmacy Associates e Harvard School of Public Health

e Renal Physicians Association e National Association for Healthcare

e Polycystic Kidney Foundation Quality

e  United Network for Organ Sharing e National Quality Forum

e  United States Renal Data System

Many of the ESRD Network personnel are actively involved on renal community Boards of Directors and
committees. The following are some of the organizations in the renal community with whom Networks
serve on boards and committees: National Kidney Foundation (NKF), the American Association of
Kidney Patients (AAKP), and the American Nephrology Nurses Association (ANNA).

GOAL FOUR: EVALUATING AND RESOLVING PATIENT GRIEVANCES

Networks are responsible for evaluating and resolving patient grievances. Each Network has a formal
grievance resolution protocol, approved by CMS. The Network’s ESRD Manual outlines several
examples of the Network’s role in resolving patient grievances. These include:

. Expert Investigator: This involves evaluating the quality of care provided to a patient
where the investigation focus is the complaint. For example, if a patient complains about
the procedures used by the dialysis nurse to initiate dialysis, the Network may investigate
by reviewing the techniques used by the facility to initiate dialysis. At the conclusion of the
investigation, findings are shared with the involved parties and when appropriate,
recommendations may be made about the care provided.

. Facilitator: When communication between the patient and the provider/facility is difficult,
the Network may be asked to facilitate communication and resolve the differences. For
example, a patient may contact the Network to complain that the facility hours do not
accommodate his/her work schedule. The Network may assist the patient by helping to
discuss the situation with facility or assist the patient in moving to another facility that can
accommodate his/her needs.

. Referral Agent: Issues that are not specifically ESRD network issues such as fire safety,
handicap access to dialysis, civil rights, infectious disease and criminal activity are more
appropriately handled by either the State Survey Agency or other Federal Agencies. The
Network may refer the beneficiary to the appropriate agency.

. Coordinator: Where both quality of care and survey and certification issues are involved
(e.g. water quality or dialyzer reuse), the Network will coordinate the investigation with the
appropriate State Survey Agency. The appropriate Regional Office is advised of the
situation.

28



. Educator: When patients, families, or facility staff has questions regarding ESRD the
Network may provide the information. If the Network isn’t readily able to provide the
education, the Network is able to refer the question to the appropriate source.

A formal beneficiary grievance is a complaint alleging that ESRD services did not meet professional
levels of care. The formal grievance requires the Network to conduct a complete review of the
information and an evaluation of the grievance, which may require the involvement of a Grievance
Committee and/or the Medical Review Board. During 2000, Networks processed 79 formal beneficiary
grievances.

Grievances come to the Network in many forms and from many sources including telephone calls and
letters from patients, families, facilities and concerned individuals or agencies. Though many of these
complaints never reach the formal grievance stage, Networks dedicate large amounts of staff time
responding to these complaints. It is estimated that ESRD Networks process over 3500 such patient
concerns annually. The relatively small proportion (about 2%) of formal beneficiary grievances is an
indication of effective Network response to the complaint before the complaint escalates into a formal
grievance.

During the year 2000, Networks spent time discussing and focusing on the “challenging situations.” A
number of Networks define the challenging patient as one who may present to a clinic and act out in a
violent manner or who is verbally abusive or threatening. Each network has a social worker/patient
services coordinator to conduct proactive work in this area. Many Networks continue to provide
workshops and written material focusing on this issue and spend a great deal of staff time providing
consultation to the clinics in an effort to support a safe environment for patients and facility staff. An
effort is underway within the Networks to gain a greater understanding of this issue and to quantify its
prevalence.

Table 13 displays the number of Formal Grievances processed in the year 2000. The Networks realize the
importance of standardizing the language and understanding of the types of grievances. A work group is
working to refine definitions and reports to be used in SIMS (Standard Information Management System).

Table 13
FORMAL GRIEVANCES PROCESSED
Calendar Year 2000
Network # of Grievances

1 3

2 0

3 0

4 0

5 7

6 11

7 13

8 0

9 7
10 6

11 1
12 8
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13 2
14 16
15 1
16 0
17 0
18 4
Total 79

Source: Networks 1-18 Annual Reports, 2000

Table 14 details the Types of Grievances handled with an example for further clarification of the

Grievance.

Table 14
TYPES OF GRIEVANCES

Type of Grievance

Example/Resolution

Treatment Related/Quality of Care
-Any concern relating to the medical
treatment a patient receives at the unit.

A patient contacted the Network regarding the quality of care at the
initiation of dialysis. The patient was accustomed to receiving a local
anesthetic prior to cannulation and on this particular date was not given
the medication. Network interventions included follow up with the charge
RN and MD for explanation and intervention. Subsequent follow up with
the patient demonstrated that this was an isolated incident.

Physical Environment

-Any concern relating to the physical
atmosphere. These may include
temperature, cleanliness, hazards, etc.

A patient contacted the Network to object to the fact that his dialysis chair
had been moved directly under a cooling vent. The presence of the cool
air caused the patient discomfort during the course of the dialysis
treatment. Network intervention included contacting the unit. The unit
was receptive to the patient’s concern and a change was made in seat
location.

Staff/Provider Related

-Any concern including difficulties with
provider policies or staff professionalism
and competency.

A patient contacted the Network inquiring about improving the
relationship between staff and the patient. The Network was able to
arrange a meeting between the patient and the unit administrator and
charge RN to discuss the concerns.

Information

-Any concern that relates to the
knowledge base associated with ESRD
issues.

A patient called the Network with questions regarding Medicare coverage
as it relates to ESRD. The Network was able to educate the patient about
the issues. Additionally, the Network worked in conjunction with the unit
social worker to develop a patient presentation about Medicare.

Patient Transfer or Discharge
-Any concern that relates to the inter-
facility patient transfer process.

A facility contacted the Network to indicate it was discharging a patient
due to history of documented violent and abusive behavior. The Network
was able to place the patient in a different facility after arranging for an
intake interview between the patient and the new facility.

Distuptive/ Abusive Patient

-These concerns, lodged by the facility,
focus on how to handle a patient and/or
family that is disruptive or abusive.

A facility contacted the Network in an effort to respond to a disruptive
patient without discharging the patient. The Network worked with the
facility to discuss methods of dealing with disruptive patients by staff, the
use of a behavior contract and recommended the involvement of a mental
health professional.

Table 15 provides examples of the grievances handled by the Networks. The table cannot completely
engender the difficult and complex nature of the cases presented to the Networks on a daily basis, nor can
it detail the extensive follow up that is often required to resolve the grievance. The examples are offered
to illustrate the types of issues faced throughout the entire country in both rural and urban settings.
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Table 15

EXAMPLES OF GRIEVANCES

Contact Type Description of Contact Action/Resolution
Physical Patient called regarding the cleanliness of the Discussed with the patient general standards for unit
Environment dialysis clinic. cleanliness and the matter was referred to the state
survey agency for follow up.
Staff Related Patient called with concerns about interactions | Worked with the patient and the unit staff to sit
between himself and unit staff. down and discuss problems and concerns.
Treatment Patient’s daughter called regarding the care her | Discussed the daughter’s concerns. Educated about

Related/Quality of
Care

father is receiving at the unit.

patient expectations and encourage the daughter to
speak directly with the MD and RN manager.

Information

A patient saw an article in the newspaper
describing release of quality of care
information and he wanted to know “how my
dialysis unit is doing?” The patient didn’t have
any specific concerns about the unit, just
looking for information.

Educated the patient about the Network role in
collecting data and assisting dialysis units to improve.
Suggested questions the patient could ask of the
administrator, head nurse and medical director of his
unit to assist him to understand the quality of his
dialysis.

Disruptive or
Abusive Patient

Facility called with question about how to deal
with an “acting out” patient.

Discussed methods of intervention and made
suggestions for staff in-services.

Patient Transfer or
Discharge

Patient being discharged from unit due to a
documented history of violent and abusive
behavior.

The patient contacted the Network and the patient
was successfully placed in another facility.

Professional Ethics

Facility called with questions about the fact
that they felt their clinic was being used for the
“dumping” of difficult patients.

Discussed methods to discuss with other clinics the
concern and suggested MD to MD contact.

SANCTION RECOMMENDATIONS

Networks are authorized to propose (to CMS) sanction recommendations against facilities who are out of
compliance and to make recommendations for additional facilities in the service area, as they are
necessary for each particular Network.

During 2000, no sanction recommendations were made to CMS. There were several incidents noted that
required Network scrutiny:

e In one Network, twenty-one (21) facilities, 7% of the provider community, were placed on an
improvement track during 2000. One of the 21 units had problems with both Hemodialysis
adequacy and anemia management, and another facility had problems in Hemodialysis adequacy
and mortality. Eighteen (18) of the facilities were to be released from monitoring pending data
from the fourth quarter of 2000 (to be available in early 2001). Site visits were conducted to
three (3) of the 21 facilities.

e Another Network participated with a state survey agency on two visits in which patient safety
was identified as a concern. The result of the investigation was CMS’ termination of both
provider numbers. Under CMS direction, the Network provided the patients with the names of
alternative facilities in the immediate area and provided telephone support to patients and families
as they transferred to other ESRD facilities.

e In 2000, a Network Medical Review Board again recommended closure of a facility that had been
surveyed in 1999 and was recommended for facility closure and Medicare decertification. The
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Network apprised CMS of the unheeded recommendation and alerted CMS regarding the serious
quality of care issues citing the absence of Medicare survey performance and reporting to CMS
by the State Agency. Through the courts, the state appointed a temporary manager to ensure the
safety of the patients, either through transfer or change in the delivery of care. At last report,
meaningful improvements in care had occurred that involved the replacement of the medical
director and staff, the director of nurses and other key staff.

RECOMMENDATIONS FOR OTHER FACILITIES

Several Networks made recommendations in their Annual Reports. These included:

The availability of additional stations has been slower than the increased volume of new ESRD
patients. Several facilities have opened in recent years but a shortage of trained dialysis staff
continues to prevent outpatient dialysis stations from being fully utilized. In Year 2000, the
“special purpose unit” status was granted to relieve the problem of new ESRD patients remaining
in the hospital for unnecessary extended periods of time. This was a helpful but short-term
solution which needs to be reviewed for an appropriate long-term solution.

Medicare assessment of the costs to operate dialysis centers should include regional adjustments
for staff wages and local and state regulations, which affect operational costs. The increased
number of challenging patients requires unique staff communications and interpersonal skills.
Consideration of special dialysis units with additional reimbursement, to help accommodate these
patients, might reduce the number of patients being discharged from dialysis units.

There is an increase in the number of medically stable patients that require a course of short-term
dialysis (non-chronic) in out-patient programs, usually requiring less that 3 months of dialysis. It
is recommended that CMS develop billing codes for this patient population and consideration be
given to future policy issues that will evolve as these non-chronic patients increase in number.

There is a need in the ESRD system to address the treatment of patients who have not been
accepted by an outpatient treatment facility. The practice of discharging patients that pose a
behavioral risk in the outpatient dialysis care setting is steadily increasing. At present, the ESRD
system is not prepared to handle patients with mental illness or the dangerous situation that the
patients create. It is recommended that CMS study the issues to identify a solution that will
provide quality, alternative care for the patient that is not appropriate for the outpatient setting.
This review should include representative from the ESRD and mental health communities.
Solutions may include changes to Medicare billing policies for hospitals; designation of and
increased compensation for units staffed to handle challenging patients; and other creative
responses to this complex situation.

Dialysis companies continue to place new facilities in previously under-served areas. The
greatest need is a payment exception policy for displaced patients who require treatment at acute
care hospitals. Such a policy would guarantee reimbursement for regular treatments, ending the
current policy of conditioning services on proof of immediate severity.

The overall availability of dialysis and transplant services is satisfactory but inquiries continue to

be received concerning:

e Provision of dialysis services in Skilled Nursing/Long-Term Care and other non-ESRD
certified health care facilities
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e Alternative treatment settings and /or reimbursement formula for abusive/violent patients
whose access to care is constrained under the current system

® Access to care/services for undocumented immigrants whose Medi-Cal eligibility is limited
to “emergency services.”

FOR MORE INFORMATION

This report summarizes highlights of ESRD Networks’ 2000 activities. The following Internet addresses
provide additional information about the ESRD Networks and the ESRD program. All Network web sites
can be accessed through the home page of the Forum Clearinghouse Office: www.esrdnetworks.org.

Table 16
NETWORK WEB ADDRESSES

Network Web Address
1 http:/ /www.networkofnewengland.com
2 http://www.esrdny.org
3 http:/ /www.tarcweb.org/tarcweb
4 http:/ /www.estdnetworks.org/networks/net4/net4.htm
5 http:/ /www.estdnet5.org
6 http:/ /www.esrdnetwork6.org
7 http://www.esrdnetworks.org/networks/net7/net7.htm

8 http://www.estrdnetworks.org/networks/net8 /net8.htm
9/10 |http://www.therenalnetwork.org

11 http:/ /www.estdnetworks.org/networks/net11/netl1.htm

12 http://www.esrdnetworks.org/networks/net12/netl2.htm

13 http://www.networkl13.org

14 http://www.nephron.com/net14.html

15 http:/ /www.estrdnetworks.org/networks/net15/net15.htm

16 http:/ /www.nwrenalnetwork.org

17 http://www.networkl17.org

18 http://www.esrdnetworks.org/networks/netl18/netl8.htm

SIMS |http://www.simsproject.com

Table 17
ORGANIZATION WEB ADDRESSES
Organization Web Address
IAmerican Health Quality Association (AHQA) http://www.ahga.org
lAmerican Association of Kidney Patients (AAKP) http://www.aakp.org
lAmerican Nephrology Nurses' Association (ANNA) http://anna.inurse.com
Centers for Disease Control and Prevention (CDC) http://www.cdc.gov
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Centers for Medicare and Medicaid Services (CMS) http://www.hcfa.gov
Medicare http://www.medicare.gov
[National Association for Healthcare Quality (NAHQ) http://www.nahg.org
[National Kidney Foundation (NKF) http://www.kidney.org
United Network for Organ Sharing (UNOS) http://www.unos.org
[United States Renal Data System (USRDS) http://www.ustds.org/

A copy of a specific Network Annual Report can be obtained from the individual Network office.
Network addresses and telephone numbers are listed on the inside front cover of this report.
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APPENDIX A

2000 ESRD INCIDENCE AND DIALYSIS PREVALENCE BY NETWORK

NETWORK | NEW ESRD PATIENTS in 2000 PATIENTS DIALYZING 12/31/00

1 3,787 10,122
2 6,563 20,731
3 4173 12,205
4 4,899 13,384
5 5,749 16,732
6 7,703 25,150
7 5,791 15,813
8 4,864 15,082
9 7,386 19,569
10 4268 12,132
1 6,231 16,791
12 3,783 10,534
13 3,900 11,783
14 7,018 22,447
15 3,983 11,635
16 2,572 6,903
17 4523 13,829
18 6,831 20,364

TOTAL 94,024 276,106

Source: Networks 1-18 Annual Reports, 2000
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APPENDIX B
INCIDENCE OF DIALYSIS POPULATION BY AGE AND NETWORK

December 31, 2000

Network 0-19 | 20-29 | 30-39 | 40-49 50-59 60-69 70-79 >80 Unknown Total
1 41 75 194 357 527 853 1,121 593 26 3,787

2 66 158 390 717 1,083 1,390 1,714 1,045 0 6,563

3 34 111 223 415 681 1,033 1,075 601 0 4,173

4 49 99 245 483 764 1,060 1,429 764 6 4,899

5 67 155 387 723 1,045 1,256 1,355 689 72 5,749

6 96 241 519 1,022 1,509 1,843 1,698 775 0 7,703

7 58 149 312 586 848 1,235 1,642 961 0 5,791

8 66 160 349 645 936 1,108 1,091 499 10 4,864

9 79 168 384 761 1,220 1,735 2,087 950 2 7,386
10 57 137 251 479 727 927 1,080 603 7 4,268
11 90 168 378 709 1,067 1,357 1,675 787 0 6,231
12 56 110 219 358 596 842 1,091 511 0 3,783
13 43 118 232 470 740 899 939 459 0 3,900
14 96 221 488 958 1,437 1,632 1,555 630 1 7,018
15 66 115 252 434 771 920 991 434 0 3,983
16 34 68 144 296 457 551 693 320 9 2,572
17 58 111 269 519 857 1,028 1,130 551 0 4,523
18 106 185 384 755 1,226 1,522 1,668 985 0 6,831
Total 1,162 | 2,549 | 5,620 | 10,687 | 16,491 | 21,191 | 24,034 | 12,157 133 94,024
% Total 1.2% | 2.7% | 6.0% | 11.4% | 17.5% | 22.5% | 25.6% | 12.9% 0.1% 100%

Source: Networks 1-18 Annual Reports, 2000
Note: Prevalence data is provided in Table 2.
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APPENDIX C
2000 ESRD PREVALENCE OF DIALYSIS PATIENTS BY RACE
IN NETWORK RECEIVING TREATMENT

Asian/

Network Black White |Pacific Islander| Native American | Other ! Unknown 2 Total
1 1,945 7,594 177 24 239 143 10,122

2 8,151 10,083 672 132 1,023 670 20,731

3 3,849 5,455 246 25 2,630 0 12,205

4 4,618 8,343 78 22 270 53 13,384

5 10,090 5,980 258 47 336 21 16,732

6 17,014 7,433 136 158 375 34 25,150

7 6,175 9,135 172 30 294 7 15,813

8 9,965 5,823 57 60 46 31 15,982

9 6,750 12,378 77 46 209 109 19,569
10 5,097 6,317 259 31 348 80 12,132
11 5,512 10,323 263 530 163 0 16,791
12 3,040 7,178 114 105 97 0 10,534
13 6,364 4,707 79 484 149 0 11,783
14 6,866 13,616 498 170 920 377 22,447
15 1,103 8,051 320 1,761 396 4 11,635

16 653 5,349 503 301 61 36 6,903
17 2,435 6,419 4,139 147 583 106 13,829
18 3,766 13,127 2,429 133 909 0 20,364
Total 103,393 147,311 10,477 4,206 9,048 1,671 276,106

% Total 37.4% 53.4% 3.8% 1.5% 3.3% 0.6% 100%

Source: Networks 1-18 Annual Reports, 2000. Patient numbers are derived from those patients receiving treatment

1"Other" includes: Indian subcontinent, Mid-East Arabian, and Other/Multiracial data from Network Annual Reports

2 "Unknown" includes both "missing" and "unknown" data from Network Annual Reports
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APPENDIX D
2000 ESRD INCIDENCE OF PATIENTS

BY RACE AND NETWORK
Asian/

Network Black White Pacific Islander | Native American Other! Unknown 2 Total
1 485 3,042 63 9 85 103 3,787
2 2,069 3,702 179 33 411 169 6,563
3 978 2,110 67 7 1,011 0 4,173
4 1,144 3,597 34 5 88 31 4,899
5 2,648 2,753 95 11 104 138 5,749
6 4,235 3272 46 47 95 8 7,703
7 1,662 3,979 43 9 91 7 5,791
8 2,302 2,425 13 18 18 88 4,864
9 1,815 5,393 26 4 68 80 7,386
10 1,344 2,678 87 10 106 43 4,268
11 1,386 4,488 87 172 98 0 6,231
12 720 2,998 28 28 9 0 3,783
13 1,612 2,033 22 168 65 0 3,900
14 1,668 4,729 98 15 375 133 7,018
15 293 3,008 100 409 169 4 3,983
16 173 2,136 148 87 18 10 2,572
17 637 2,469 1,128 39 216 34 4,523
18 1,044 4,600 717 43 427 0 6,831

Total 36,215 59,412 2,981 1,114 3,454 848 94,024
% 27.0% 63.2% 3.2% 1.2% 3.7% 0.9% 100%

Source: Networks 1-18 Annual Reports, 2000. Patient Numbers Are Derived From Those Patients Receiving Treatment.

1"Other" includes: Indian subcontinent, Mid-East Arabian, and Other/Multiracial data from Network Annual Reports

2 "Unknown" includes both "missing" and "unknown" data from Network Annual Reports
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APPENDIX E

LIST OF PRIMARY CAUSES OF END STAGE RENAL DISEASE

Diabetes
e Type II, adult-onset
e Type I, juvenile type
Glomerulonephritis
e  Glomerulonephritis (GN)
e Tocal glomerulonephritis
e Membranous nephropathy
e  Membranoproliferative GN
e Dense deposit disease
e IgA nephropathy, Berger’s disease
e IgM nephropathy
e  Rapidly progressive GN
e Goodpasture’s Syndrome
e Postinfectious GN
e Other proliferative GN

Hypertension/Large Vessel Disease

Renal disease due to hypertension
Renal artery stenosis

Renal artery occlusion
Cholesterol emboli, renal emboli

Cystic/Hereditary /Congenital Diseases

Polycystic kidneys, adult type
Polycystic, infantile
Medullary cystic disease
Tuberous sclerosis

Hereditary nephritis, Alport’s syndrome

Cystinosis

Primary oxalosis

Fabry’s disease

Congenital nephritic syndrome
Drash syndrome

Congenital obstructive upopathy
Renal hypoplasia, dysplasia,
Oligonephronia

Prune belly syndrome
Hereditary/familial nephropathy

Secondary GN/Vasculitis

Lupus erythematosus

Henoch-Schonlein syndrome

Sclerodema

Hemolytic uremic syndrome

Polyarteritis

Wegener’s granulomatosis

Nephropathy due to heroin abuse and related
drugs

Vasculitis and its derivatives

Secondary GN, other

Interstitial Nephritis /Pyelonehpritis

e Analgesic abuse
e  Ratiation nephritis
e Lead nephropathy
e Gouty nephropathy
e Nephrolithiasis
e Acquired obstructive uropathy
e Chronic pyelonephritis
e Chronic interstitial nephritis
e Acute interstitial nephritis
e Urolithiasis
e Nephrocalcinsois
Neoplasms/Tumors
e Renal tumor (malignant, benign, or unspecified)
e Urinary tract tumor (malignant, benign, or
unspecified)
e Lymphoma of kidneys
e  Multiple myeloma
e Light chain nephropathy
e Amyloidosis
e Complication post bone marrow or other

transplant

Miscellaneous Conditions

Sickle cell disease/anemia

Sickle cell trait and other sickle cell
Post partum renal failure

AIDS nephropathy

Traumatic or surgical loss of kidneys
Hepatorenal syndrome

Tubular necrosis

Other renal disorders

Etiology uncertain
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APPENDIX F
2000 ESRD INCIDENCE BY PRIMARY DIAGNOSIS

Cystic Kidney| Other

Network Diabetes Hypertension GN Disease Causes ! Unknown Missing | Total
1 1,502 908 405 106 581 285 0 3,787

2 2,702 1,545 659 157 1,048 452 0 6,563

3 2,012 953 417 115 557 119 0 4,173

4 2,115 1,245 467 135 697 219 21 4,899

5 2,350 1,705 460 109 760 197 168 5,749

6 3,343 2,241 616 123 939 312 129 7,703

7 2,347 1,826 448 134 836 187 13 5,791

8 2,097 1,463 326 116 551 187 124 4,864

9 3,341 1,909 600 158 980 334 64 7,386
10 1,694 1,369 339 73 537 219 37 4,268
1 2,644 1,694 596 184 867 246 0 6,231
12 1,673 976 339 104 532 159 0 3,783
13 1,748 1,205 254 91 450 152 0 3,900
14 3,685 1,615 509 130 782 206 91 7,018
15 2,104 723 397 116 504 139 0 3,983
16 1,094 476 333 111 379 158 21 2,572
17 2,201 1,035 479 103 540 158 7 4,523
18 3,401 1,904 525 126 633 242 0 6,831
Total 42,053 24,792 8,169 2,191 12,173 3,971 675 94,024
% of Total 44.7% 26.4% 8.7% 2.3% 12.9% 4.2% 0.7% 100%

Source: Networks 1-18 Annual Reports, 2000

I Other Causes includes: "Other" and "Other Urologic" data from Network Annual Reports

Note: Prevalence data is provided in Table 3.
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APPENDIX G
2000 INCIDENCE OF DIALYSIS PATIENTS BY GENDER
BY NETWORK PROVIDING TREATMENT

Network Male Female Unknown Total
1 2,121 1,633 33 3,787

2 3,594 2,969 0 6,563

3 2,339 1,834 0 4,173

4 2,671 2,228 0 4,899

5 3,012 2,722 15 5,749

6 3,760 3,943 0 7,703

7 3,259 2,532 0 5,791

8 2,467 2,394 3 4,864

9 3,838 3,548 0 7,386
10 2,274 1,985 9 4,268
11 3,365 2,866 0 6,231
12 2,008 1,775 0 3,783
13 1,989 1,911 0 3,900
14 3,646 3,369 3 7,018
15 2,235 1,748 0 3,983
16 1,436 1,128 8 2,572
17 2,448 2,075 0 4,523
18 3,710 3,121 0 6,831

Total 50,172 43,781 71 94,024

% Total 53.4% 46.6% 0.1% 100%

Source: Networks 1-18 Annual Reports, 2000



2000 PREVALENCE OF DIALYSIS PATIENTS BY GENDER

APPENDIX H

BY NETWORK PROVIDING TREATMENT

Network Male Female Unknown Total
1 4,564 5,522 36 10,122

2 11,386 9,345 0 20,731

3 6,906 5,299 0 12,205

4 7,170 6,214 0 13,384

5 8,862 7,869 1 16,732

6 12,491 12,659 0 25,150

7 8,700 7,113 0 15,813

8 8,032 7,950 0 15,982

9 10,336 9,211 22 19,569
10 6,443 5,678 11 12,132
11 9,066 7,725 0 16,791
12 5,498 5,036 0 10,534
13 6,004 5,779 0 11,783
14 11,410 10,941 96 22,447
15 6,226 5,409 0 11,635

16 3,778 3114 11 6,903
17 7,260 6,569 0 13,829
18 10,758 9,606 0 20,364
Total 144,890 131,039 177 276,106

% Total 52.5% 47.5% 0.1% 99%

Source: Networks 1-18 Annual Reports, 2000
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APPENDIX I

IN-CENTER DIALYSIS PATIENTS BY NETWORK AND MODALITY

December 31, 2000
Network Hemodialysis Peritoneal Dialysis Total
1 8,881 12 8,893
2 18,664 24 18,688
3 10,968 10 10,978
4 12,152 38 12,190
5 15,011 3 15,014
6 22,518 6 22,524
7 14,347 1 14,348
8 14,159 3 14,162
9 17,527 56 17,583
10 10,567 17 10,584
1 14,912 0 14,912
12 8,977 18 8,995
13 10,706 2 10,708
14 20,201 4 20,205
15 10,455 12 10,467
16 5,857 5 5,862
17 12,248 4 12,252
18 18,575 2 18,577
Total 246,725 217 246,942

Source: Networks 1-18 Annual Reports, 2000
Note: In-Center Peritoneal Dialysis includes patients in training for home modalities.

Data for this table is limited to facilities submitting a Facility Survey Form (2744).

Not all VA facilities submitted a form in 2000.
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APPENDIX J

HOME DIALYSIS PATIENTS BY NETWORK

December 31, 2000
Network Hemodialysis CAPD CCPD Other PD Total
1 42 560 636 0 1,238
2 82 829 776 5 1,692
3 30 378 819 0 1,227
4 34 390 636 2 1,062
5 81 832 796 0 1,709
6 154 1,070 1,315 0 2,539
7 176 510 797 0 1,483
8 103 741 829 3 1,676
9 75 1,225 1,105 1 2,406
10 205 426 612 0 1,243
11 62 1,072 745 0 1,879
12 125 705 692 0 1,522
13 25 584 465 1 1,075
14 64 727 1,056 1 1,848
15 63 524 584 1 1,172
16 156 463 419 3 1,041
17 24 638 906 0 1,568
18 18 922 933 0 1,873
Total 1,519 12,596 14,121 17 28,253

Source: Networks 1-18 Annual Reports, 2000
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APPENDIX K
1999 AND 2000 DIALYSIS MODALITY: IN-CENTER

HEMO PD
Network 1999 2000 % Change | 1999 | 2000 | % Change
1 8,515 8,881 4% 35 12 6%
2 17,072 18,664 9% 16 24 50%
3 10,443 10,968 5% 7 10 43%
4 11,570 12,152 5% 4 38 850%
5 14,600 15,011 3% 2 3 50%
6 21,058 22,518 7% 1 6 500%
7 13,515 14,347 6% 6 -83%
8 13,529 14,159 5% 9 3 67%
9 15,595 17,527 12% 34 56 65%
10 9,904 10,567 7% 6 17 183%
1 14,088 14,912 6% 0 0 0%
12 8,053 8,077 11% 19 18 5%
13 10,318 10,706 4% 11 2 -82%
14 18,858 20,201 7% 7 4 _43%
15 9,668 10,455 8% 13 12 8%
16 5,493 5,857 7% 7 5 29%
17 11,273 12,248 9% 4 4 0%
18 17,264 18,575 8% 12 2 -83%
Total 230,816 | 246,725 7% 193 | 217 12%

Source: Networks 1-18 Annual Reports, 2000

Note: In-Center Peritoneal Dialysis includes patients in training for home modalities.
Data for this table is limited to facilities submitting a Facility Survey Form (2744).
Not all VA facilities submitted a form in 2000.
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APPENDIX L
1999 AND 2000 DIALYSIS MODALITY: SELF-CARE SETTING - HOME

HEMO CAPD CCPD OTHER PD
Network | 1999 | 2000 | % Change | 1999 2000 | % Change| 1999 | 2000 |% Change | 1999 | 2000 | % Change
1 50 42 -16% 520 560 8% 688 636 -8% 0 0 0%
2 87 82 -6% 861 829 -4% 758 776 2% 6 5 -17%
3 46 30 -35% 533 378 -29% 850 819 -4% 0 0 0%
4 33 34 3% 411 390 -5% 658 636 -3% 3 2 -33%
5 127 81 -36% 895 832